was not quite clear, and that some intranasal treatment was needed. In such instances, attention should always be given to excision of the glands. Team work was necessary, i.e., work in co-operation with a general surgeon and a radiologist, who should decide by means of the iono-micrometer the most suitable dose for the given case. Hitherto dosage had been too empirical and haphazard. The tendency to-day was not to use tube emanations of radium, but the element itself, and to leave it in situt for much longer periods, such as a fortnight or three weeks. Tube emanation was practically useless after three days. In 3175 days 50 per cent. of its radio-activity had vanished.
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Dr. ANDREW WYLIE said that he had shown at a former meeting of the Section a case in which the patient had contracted erysipelas and had been cured. It might be worth while to experiment on such cases with the germs of erysipelas.
Sir JAMES DUNDAS-GRANT (in reply), said that to deal with these glands at present would be very difficult, as they were so firmly fixed and so extensive. X-ray treatment was being continued. An extraordinarily rapid improvement had taken place after radium had been introduced. There was still some thickening at the back of the nose, and perhaps the growth in the palate had not quite disappeared. He thought the latest idea in radium treatment was to introduce a weak dose of the element and leave it in situ for a long time, and that this gave good results, even in epithelioma of the tongue. He would report again on the case. Specimen and Lantern Slides illustrating an attempted Ingestion of a 10-in. PATIENT, a woman, aged 34, was suffering from slight puerperal insanity. In an attempt to commit suicide she swallowed a large poultry knife. She said nothing about the condition for fourteen days, but at the end of that time she complained of her throat and was admitted to hospital.
X-rays showed a large knife apparently in the thoracic cesophagus. CEsophagoscopy under local anesthesia showed a slit on the posterior wall of the post-cricoid region of the pharynx. A tube was passed through this into the posterior mediastinum, which was gangrenous and full of food debris.
A lateral cesophagotomy was rapidly performed under an anesthetic and the handle of the knife felt through the opening into the right pleural cavity; the knife was extracted between two fingers.
She died two days later from double pneumonia.
Two Cases of Anatomically Irregular Sphenoidal Sinusitis with Defective Vision, illustrating the use of the Suction Syringe in localizing Focal Infection.
IN these two cases there was undoubted infection of the sphenoidal sinuses and posterior ethmoidal cells, with well-marked toxic ocular defects, but, in both, the irregular development of the sphenoidal sinuses afforded technical difficulties in localizing the precise source of infection.
In the first, a large over-developed left sphenoidal sinus, encroaching on the opposite side, was infected, while the small under-developed right sphenoid was not seriously involved.
In the second case the small ill-developed right sinus was infected, while the large over-developed left sphenoidal sinus was not infected. The detection and drainage of the small tucked-away right sinus gravely influenced the patient's serious visual defect as well as his general well-being.
(Illustrated by the epidiascope.) 1
The full account of the cases, together with visual colour field charts, will be reported in The Lancet.
Discussion.-Mr. G. L. GIMBLETT discussed these cases from the ophthalmic point of view. The ophthalmic surgeon, in cases of defective vision charted the fields of vision, found a contracted field, and set out to discover the reason for the defect. The first person whose assistance he sought was the rhinologist, and when the rhinologist reported that there was nothing wrong with the sinuses the ophthalmic surgeon was handicapped, and time was lost. There were two quite separate methods. One was for charting the peripheral field, by McHardy's method, the other was for charting the central field. One could not measure the size of the blind spot accurately with McHardy's perimeter. For this a Bjerrum's screen or Bishop Harman's scotometer was necessary. In the case of sphenoidal sinus infection both eyes showed contraction of the nasal visual field, but on one side more than the other. When, as in these cases, the nasal side was especially reduced, the ophthalmic surgeon always thought of glaucoma as the explanation. It was very important to chart the fields for colours, for while the field for white might be full, the field for red or blue might show almost hemianopia. He (the speaker) had learned much from these two cases.
Mr. E. D. D. DAVIS asked whether Mr. Gimblett had seen many cases of retrobulbar neuritis arising from nasal sinus suppuration.
Mr. GIMBLETT (in reply) said that he had already found an unpleasantly large number of cases in which sinus infection had been discovered when the visual fields were contracted. The infection had not been limited to the sphenoid; the ethmoidal cells, both anterior and posterior, had also been infected.
Dr. P. WATSON-WILLIAMS (in reply) said that Mr. Gimblett's remarks directed attention to the need for great care on the part of the ophthalmic surgeon when examining the cases referred to by the rhinologist. Not being content with examining the fields merely for white he must examine them for colour, enlarged blind spots and scotoma. Moreover, every possible source of infection must be explored by the rhinologist, and every cavity, whether infected or not, must be investigated and the contents bacteriologically examined before one could locate infection-or exclude a nasal source of infection-in such cases.
Nevus of the Epiglottis and Tongue.
By HAROLD KISCH, F.R.C.S. PATIENT, female, aged 39, married. Historv of repeated and severe haemoptyses since the war. Na3void condition of epiglottis and vallecula. Suggestions as to treatment invited. I saw this patient two months ago; a few days previously she had had a large haemorrhage. The veins on the right side were enormously dilated in comparison with those on the left, and on that day they spread on to the epiglottis. The condition has now largely subsided, but the veins on the right are still larger than tnose on the left.
Case of Thyroglossal Cyst. By A. TWEEDIE, F.R.C.S. MRS. N., aged 31, alleged to have undergone an operation on the throat seventeen years ago. There is a healed T-shaped scar on the middle line in the hyo-thyroid area, corresponding probably to the removal of a thyroglossal cyst. Apparently no normal thyroid gland is present, but in -the neighbourhood of the foramen cocum on the dorsum of the tongue there is a firm, globular swelling, diagnosed as a " misplacement " of this gland.
Patient applied for treatment, February, 1925, complaining of trivial discomfort in her throat of some six weeks' duration.
The case is shown for advice as regards procedure, the suggestion being that no treatment at present is indicated.
(Members are referred to an article on the subject in the British Journal of Surgery, January, 1925, by Mr. Hamilton Bailey.)
